IN this paper I propose to call attention once more to a type of chronic colitis which, although in my experience quite common in the tropics as well as in the temperate zone, is very little known. This colitis is due to a group of bacilli which I have called the "meta-dysentery bacilli." This is not the place in which to give a description of these organisms: I have described them in several previous papers. It suffices to state that they are similar to the true dysentery bacilli (Dysentery-para-dysentery: Shiga-Kruse, Flexner, Hiss-Russell) in that they produce no gas in any sugar, but differ from them in producing acidity in lactose, and in coagulating milk. The production of acidity in lactose and the coagulation of milk may be exceedingly slow and may not take place before the fifteenth day of incubation at from 356 to 370 C. There are several varieties of these bacilli; the following two chief tvpes may be separated: (1) ceylonensis A type. (2) ceylonensis B type.
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The organisms of -the ceylonensis A type produce acidity in lactose slowly-at times extremely slowly-and the acidity is often in very small amount; coagulation of milk is very slow, indol is often negative. The bacilli of the ceylonensis B type produce acidity in lactose rapidly, and the coagulation of milk is usually fairly rapid.
The principal species of bacilli belonging to the meta-dysentery group are the following:
(1) Bacillus coli-anaerogenes of Lembke. In 1896 Lembke isolated from the excreta of dogs a coliform bacillus producing acid, but not gas, in glucose and lactose media, which he called B. coli-anaerogenes. Nabarro at one time was inclined to identify with it all the meta-dysentery bacilli. In an interesting paper published in the Journal of Pathology (I. B. 1923, v. 26, p. 429) he says: " Lembke, in 1896, isolated from the exereta of dogs a coliform bacillus producing acid but not gas in glucose and lactose media, to which he gave the name B. coli-anaerogenes. (9) Certain bacilli found by Duval in America in infantile diarrhaea seem to me to belong to the meta-dysentery group and not to the para-dysentery or Flexner groups.
(10) One of the pseudo-dysenteric bacilli, described by Kruse long ago, pseudodysentericuts strain E, belongs to the meta-dysentery group, as it ferments lactose (acidity only).
(11) Sonne's bacillus, on which a number of papers have been published recently, belongs to the meta-dysentery group. Cerruti considers it to be identical with B. ceylonensis A.
The principal meta-dysentery bacilli are collected in the table (p. 41).
Cerruti has recently grouped all the meta-dysentery bacilli into one genus (Castellanus) and, as adhering strictly to the rules of nomenclature, some of the old terms used by me cannot stand, he has created new specific names. The principal species is C. castellanji (= B. ceylonensis B). Of this species he distinguishes several varieties, the principal ones being C. castellanii var. krusecastellanii (= B. ceylonensis A) and C. castellanii var. metadysentericus (= B. meta-dysentericus).
Geographical Distribution.-The condition seems to be a cosmopolitan one. It is found in the tropics and the subtropics, but is also very common in many parts of the temperate zones. In Europe I have seen cases contracted in Italy, France, Spain, the Balkans, and even in this country. It appears to be particularly frequent in Italy and Spain.
Symptomatology.-The type of chronic colitis to which I am calling attention is characterized by recurrent attacks of simple diarrhbea with absence, or only occasional presence, of dysenteric symptoms. The stools during the attack are fluid, brownish or yellow, at times frothy; as a rule they do not contain muco-pus or blood, but there are exceptions. Each attack may begin suddenly with severe abdominal pain, or only abdominal discomfort may be felt; the attack lasts from a few hours to several days. In the intervals between the attacks-and these intervals may be prolonged, lasting for many months-the patient may feel fairly well, but as a rule complains of occasional slight abdominal discomfort and flatulency; he often feels run down, tired, nervous and not inclined for work. These cases go on for years, a little better, a little worse: the patients consult many practitioners, and are generally told that they are suffering from " colitis " or " intestinal subinfection "; sometimes the diagnosis "mucous colitis " and " abdominal neurasthenia " is made. Not rarely, atypical appendicitis is suspected and an operation is performed. In other cases cholecystitis is suspected and the gall-bladder is removed. Palpation of the abdomen reveals very little; occasionally there is some slight tenderness and resistance, especially in the sigmoid region. The patients try all kinds of treatment, Plombi6res douchirng being probably the most popular, and next to that, streptococcal vaccines and various so-called intestinal disinfectants. The result is generally unsatisfactory. Some of these patients have a wretched life and are a burden to themselves and their families.
Frequency.-In my experience the type of chronic colitis I have described is quite common. Of the cases of chronic colitis without evident dysenteric symptoms, investigated during the last three years, a very large number were due to the metadysentery bacilli. Out of sixty cases of thoroughly investigated chronic, clinically b£+ non-dysenteric colitis, in which amoebiasis could be excluded by the absexqce of cysts, fifty gave a positive agglutination in a dilution of 1 in 80 and over, for one or more varieties of meta-dysentery bacilli, and in nineteen the bacilli were isolated from the stools. In ten cases there was no agglutination, and no meta-dysentery bacilli could be found; in one, a variety of Bacillus asiaticus was found; in two, a variety of Bacilluts asiatoideus highly agglutinated by the patient's blood; in two others no causative agent could be found. Diagnosis.-The diagnosis is difficult; the bacteriological examination of the stools may be negative many times before meta-dysentery organisms are found. In the chronic cases the procedure that I have found most helpful is testing the blood for agglutination for the principal varieties of the group. My routine method is to test the blood of every suspicious case for agglutination for B. ceylonensis B, B. ceylonensis A, and B. meta-dysentericus. When the agglutination is higher than 1 in 80, repeated bacteriological examinations of the stools will as a rule reveal, sooner or later, the presence of meta-dysentery organisms, although, as I have already stated, many examinations may have to be carried out before a successful one is obtained. The stool for examination must be absolutely fresh. The colonies on MacConkey's agar plates are delicate and after a day or two may have a pinkish or reddish colour.
Differential Diagnosis.-A very similar chronic, clinical syndrome may be found caused by E. histolytica; very rarely, if ever, by bacilli of the true dysenteric group (Shiga-Kruse, Flexner, and Hiss-Russell, or dysentery-para-dysentery group). Only repeated and thorough microscopical and bacteriological examinations will enable one to make a differential diagnosis.
Prognosis.
-If the correct diagnosis is not made, the prognosis is bad, although not with regard to life. There is no natural tendency to cure, and the condition in many cases goes on indefinitely, although there may be prolonged periods of great improvement and even apparent cure. Treatment.-The treatment is difficult. It is almost impossible to cure these cases if they do not enter a hospital or nursing home. I insist on complete rest in bed and usually a fluid diet: in this country milk is usually well tolerated and in most cases a milk diet is best. In the tropics or subtropics milk is seldom tolerated, and then a diet, consisting of albumen water, chicken broth, panopeptone, peptonoids has to be recommended. It is advisable always to begin the treatment with a dose of castor oil. In a few cases so-called intestinal disinfectants, such as salol, are usefuil, but what is most useful, in my experience, is the administration of a meta-dysentery vaccine, autogenous if possible, though I have had good case-results by using a stock meta-dysentery vaccine, containing the principal varieties of the meta-dysentery bacilli, viz., ceylonensis A and B, and B. metadysentericus. The treatment should last on the average six weeks, and, after an interval of from two to four months, it should be repeated, even if the symptoms of colitis have disappeared.
Before concluding I should like to call attention to the desirability of investigating certain forms of colitis, which are known by local names, and about which very little is known. I may mention as an example "Gyppy Tommy." Anybody who has been in Egypt knows the term which, of course, like every other popular term, is applied to many different conditions, but principally to a type of intestinal dyspepsia, with abdominal discomfort and occasional attacks of diarrhoea, seldom if ever being dysenteric. During the last two years three patients have come to consult me after a prolonged residence in Egypt, suffering from what thev called " Gyppy Tommy." The bacteriological examinations proved them to be suffering from the colitis I have described, due to meta-dysentery bacilli.
Discussion.-Major-General D. HARVEY said there were two points on which he would like some information. Many of these cases of chronic diarrhcea had begun some years ago in the tropics. Could Sir Aldo say what was the actual causal agent in the initial stage ? Were these meta-dysentery bacilli capable of producing an acute attack of dysenteric diarrhoea; might they not be present in an intestine damaged by a previous attack of specific dysentery ?
The other point was with regard to the agglutination; Sir Aldo relied on an agglutination titre of 1/80 as diagnostic; this would certainly not be accepted as diagnostic with the Flexner group; were not the meta-dysentery bacilli also agglutinated to that titre by some normal sera ?
Dr. M. WEINBREN said that the subject of Sir Aldo's paper might appear to be a long way removed from his (the speaker's) work, yet they touched each other at the point of diagnosis.
Sir Aldo had said that in some of the chronic cases the appendix and the gall-bladder had been removed without benefit. He (Dr. Weinbren) was convinced that the reason why the gall-bladder and appendix were suspected was that reflex irritation of the duodenum had been produced by the inflammatory changes in the colon.
Sir ALDO CASTELLANI: In reply to Major-General Harvey, I may state that the metadysentery bacilli are capable of producing an acute attack of dysentery.
I agree with Dr. Weinbren with regard to the reflex action he has mentioned.
Bilharzia Disease in Children.
By J. B. CHRISTOPHERSON, C.B.E., M.D., F.R.C.P. (President) .
THE first point which I wish to make is that bilharzia is notably a children's disease, and as evidence of this fact, I am showing a series of photographs taken in various countries where the disease is endemic.
It is a common sight in Egypt to see children naked, playing in the infected irrigation channels which run through the village. Children cannot fail to contract bilharzia disease under such conditions ( fig. 1, p. 44 ).
Again, Captain Dye's photographs show native children in Central Africa, immersed in the bilharzia-infected, reed-choked pools of Nyasaland.
The next picture shows a Central African child with the enlarged spleen and liver of Schistosoma mansoni; and the next, also a photograph of Captain Dye's, a child with Schistosomna mansoni in the act of infecting the snails in Nyasaland. Children are the chief disseminators of the disease in Africa (figs. 2 and 3).
